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PREFIX {EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROERIATE DATE
DEFIGIENCY)
1. Resident #103 who failed to have 717/16
F 272 483.20(b)(1) COMPREMENSIE F 272 an assessment for a concave
85=p | ASSESSMENTS -
mattress and side ralls as a
The facility must conduct initially and periodically restraining device had one
a comprehensive, accurate, standardized completed on 5/19/16 to address
reproducible assessment of each resident’s the neads for this safety appliance
funational capacity. in order to correct this required
A facility must make a comprehensive 1 standard breach.
assessment of a resident's needs, using the 2. All other residents who hag
resident assessment instrument (RA) specified restraint devices were audited by
by the State. The assessment must include at
least the following: the Risk Manager Nurse to ensure
Identification and demographic information; there was a comprehensive
Custemary routine; assessment in place for any
Copnitive patterns; restraint device and no other
Siosrigmumcatlnn. breach for the requirement was
Mood and behavior patterns; found.
Peychosocial well-being; 3. Asystematic approach to ensure
Physical functioning and structural problems; that this breach does not reoccur
‘| Continenee; - - - - o will be for the Asst. DON or DON to
Disease diagnosis and health conditions; educate the follow .
Dental and nwiritional status; ucate the jollowing Nursing
Skin conditions: Staff: Medlcation Nurses, House
Activity pursuit; Supervisors, MDS Staff, Treatment
nsnedlc]:alt!tonst; s and 4 Nurse gnd Risk Management Nurse
pecial treatments and procedures; tha
Discharge potential: t a!l residents that may need a
Dagumentation of sumnary information regarding restraint placed for safety
the additional assessment performed on the care purpases, must first have a
areas triggered by the com pletion of the Minimum mmprehenswe assessment as to
Data Set (MDS), and why the device is needed. An
Documentation of participation in assessment. i ]
. audit will be putin place on a
monthly bases to ensure this
breach does not revecur,
4.  All resident restraint devices will
be audited on monthly bases by
t.
/-v""' _“\-\ ¢ . Con
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Any def{ciensy-statement ending with

asterisk (*) denotes 2 deficiency which the institution may be excused from corresting providing it I delermined that

other safeguards praovide sufficient protection to the patients. (See instructions.) Exsept for nursing homes, tht_s findings stated above are disclosable 80 days
following the date of survey whether or not a plan of coreection is provided. For nuursing homes, the abave findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of cortastion is requisite to continued

program participatian,
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This REQUIREMENT Is not met as evidenced
by:

Based on review of facility policy, medical record
review, observation and interview, the facility
failed to assess for the use of a concave mattress
and side rails as restraining devices for one
resident (#103) of 3 residents reviewed for
physical restraints, of 25 sampled residents,

The findings included:

Resident #103 was admitted to the facilily on
1212113 with diagnoses including Dementia,
Heart Failure, Atrial Fibrillation, Hypertension and
Osteocarthroses.

Reviaw of the facility policy, Physical Restraints,
revealed ",..physical restraints include but are not
limited to the use of such devices as...side
rails...that the résident ¢afniot eadilyteriove.."

Medical record review of a quarterly Minimum
Data Set (MDS) dated 4/14/16 revealed a Brief
Interview for Mental Status (BIMS) score of 4
indicating the resident was severely cognitively
irpaired. Confinued review of the MDS revealed
no documentation side rails were in use.,

Obssrvation on 5/17/16 at 11:30 AM, in the
resident's room, revealed the resident lying in the
hed on a concave mattress with all 4 side reils
raised,

Observation on 5/17/16 at 3:05 PM, in the
resident's room, revealed the resident lying in the
bed on a ¢concave mattress with all 4 side ralls
raised.

the Risk Management Nurse to
ensure that a comprehensive
assessment has been completed
on any resident who reguires a
restraining device. The results of
the audit will be presented at the
monthly Quality Assurance
meeting.
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Obsarvaltion on 5/18/16 at 7:35 AM, in the
resident's room, revealed the resident lying in the

bed on a concave mattress with all 4 side rails
raised,

Interview with Certified Nurse Assistant (CNA) #1
on 5/18/16 at 8:00 AM, outside of the residoni's
room revealed, "...[Resident #103] can't get up by
himself, his [egs don't function well. P'm not sura
why the side rails are used..."

Interview with Registered Nurse (RN) #1 House
Supervisor on §/18/16 at 8;15 AM, at the upper
level nurse's station, reveated "...All 4 ralls are not
supposed fo be up, we will put them up if the
family requests it. Two half rails are used
beoause he rolls; it keeps him from rolling out of
bet. The rails are used to hold the concave
malfress in place..."

Intérview with'MDS Coordingtor #1 andmMbDs” ~ * |-
Coordinator #2 on 5/18/18 at 8:30 AM, in the
MDS office, confirmed the facility failed to
properly assess for the use of side rails and a

concave matlress on the quarteriy MDS dated
414118,
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